Electronic databases were queried for full text, English language, peer reviewed literature published between 2000 and 2011. These were: Medline (OVID), PubMed, Cochrane Database of Systematic Reviews, CINAHL Plus, Google Scholar, and Index Medicus for WHO Eastern Mediterranean. The Asian Pac J Cancer Prev was searched separately. Keywords that were used singularly and in combination were: Arab, Middle East, Gulf, women, breast cancer, screening, culture, mammography, beliefs, knowledge, attitude, barriers, facilitators. CINAHL Plus, Medline OVID, and PubMed were searched for breast cancer screening and each Arab country separately. Reference lists from relevant articles were studied to identify additional articles to include in the review. A total of 444 articles were found.
Introduction
Breast cancer is the most common cancer among Arab women. Breast cancer incidence rates in Arab women have increased during the last 24 years, and women are now being diagnosed with breast cancer at more advanced stages of the disease (Azaiza and Cohen, 2006; Tarabeia et al., 2007; Al-Saad et al., 2009; Miller, 2010) . Morbidity and mortality have been shown to be effectively reduced by early detection of breast cancer through screening activities (Baron-Epel, 2009c; Bener et al., 2009; Cohen and Azaiza, 2010) . Despite this finding, low participation rates in breast cancer screening activities have been reported among Arab women (Petro-Nustas and Mikhail, 2002; Bener et al., 2009; Najib Kawar, 2009; . Barriers and facilitators that influence women's breast cancer screening practices need to be examined in order to plan for effective promotion of breast cancer screening for Arab women.
Literature on breast cancer screening in the Arab world is scarce (Alkhasawneh, 2007) . Therefore, an integrative literature review was undertaken in order to: i) Gain an overview of breast cancer screening practices in the Arab world and; ii) Gain an overview of barriers and facilitators that may influence Arab women's breast cancer screening activities.
2. Iran and Turkey possess cultural aspects, traditional and religious values, similar to Arab countries and encounter similar issues regarding breast cancer screening. Eighty one (81) articles were included in the literature review ( Figure 1 ).
Results

Breast cancer in the Arab world
The Arab world includes the Maghreb countries in North Africa (Libya, Tunisa, Algeria, Morocco, and Mauritiana) and the countries in West Asia (Lebanon, Egypt, Sudan, Jordan, Palestine, the West Bank, Gaza, Israel, Somalia, Oman, Yemen, Djibouti, Oman, United Arab Emirates (UAE), Kuwait, Saudi Arabia, Bahrain, Qatar, Jordan, Iraq and Syria). The Arab world is home to more than 300 million individuals (Salim et al., 2009) .
Breast cancer is a major public health threat among women in Arab countries (Bener et al., 2007; El Saghir et al., 2007; Salim et al., 2009) . Figure 2 shows agestandardized incidence and mortality rates per 100,000 women for 19 Arab countries. Although breast cancer incidence rates are relatively low in Arab countries compared to Western countries, they are increasing rapidly (Bener et al., 2007; El Saghir et al., 2007; Azaiza and Cohen, 2008; WHO, 2011) , illustrated by Kuwait with an age standardized incidence rate of 7.6/100.000 in 1982 and 47.7/100.000 in 2008, Lebanon with 20/100.000 in 1966 and 55.4/100.000 in 2008 (El Saghir et al., 2007 . Furthermore, mortality rates are proportionally high in Arab countries (El Saghir et al., 2007; Azaiza and Cohen, 2008; IACR WHO, 2008b ).
Early detection of breast cancer through regular screening activities such as breast self-examination (BSE), clinical breast examination (CBE), and mammography; improvement of the quality of screening activities; and enhanced treatment have been found to decrease mortality rates by 25-30% (Azaiza and Cohen, 2006; Mai et al., 2009; Ravert and Huffaker, 2010) .
Breast cancer detected at an early stage has a high chance of responding successfully to treatment (Tarabeia et al., 2007; Bener et al. 2009; Petro-Nustas, 2001b ). However, Arab women are often diagnosed at advanced stages of breast cancer (Petro-Nustas, 2001b; Harirchi et al., 2004; WHO EMRO, 2006; Bener et al., 2007; El Saghir, 2008; Baron-Epel et al., 2009c; Salim et al., 2009; Harirchi et al., 2011) . In addition, Arab women develop breast cancer at younger ages than women in Western countries (Harirchi et al., 2004; Bener et al., 2007; El Saghir et al., 2007; Mousavi et al., 2007; Al Saad et al., 2009; Mousavi, 2009; Salim et al., 2009; Lakkis et al., 2010; Najjar and Easson, 2010) ; the median age for Arab women is 49-52 years compared to 63 years in women in more developed countries (El Saghir et al., 2007) . The WHO regional office for the Eastern Mediterranean region (EMRO) reported in 2006 that breast cancer is more commonly diagnosed in Arab women under the age of 50 whereas in more developed countries the incidence rate is higher among women over the age of 50 (WHO EMRO, 2006) .
The need for national breast cancer screening programs
In most Arab countries, breast cancer screening is opportunistic, meaning that women who participate in screening activities are either self-motivated or referred by a physician; there is no centrally organized invitation or follow-up system (El Saghir et al., 2007) . In developed countries, national or subnational breast cancer screening programs, many of which were implemented in the 1980s and 1990s, regularly invite women of defined ages to undergo mammography (Autier et al., 2011) . Breast screening programs in the Arab world began in the 1990s with the Shiraz Breast Cancer study (1996) (1997) in which 10,000 Iranian women participated in a population based screening program for CBE and BSE (Hadi et al., 2002) In Israel, biannual mammograms for women aged 50-74 and annual mammograms are offered for women at risk. The Maccabi Healthcare Services (MHS) is one of the largest of four health care services, serving about 25% of the Israeli population (Baron-Epel et al., 2009c) . Since 1998 the MHS has sent mammography invitations to eligible women, resulting in participation rates higher than any of the other countries in the region (Baron-Epel et al., 2009c; Wilf-Miron et al., 2010) .
Participation rates
Because national screening programs are new to the Arab region and opportunistic in nature, the few studies that documented breast cancer screening participation rates (CBE, mammography, and BSE) found them to be alarmingly low for women throughout the region (Table  1) .
Barriers to and facilitators of breast cancer screening
Attention has been paid to barriers and facilitators related to breast cancer screening. It is recognized that personal, psychological, religious, environmental, social, and economic factors (Theisen, 2004; Soskolne et al., 2007) influence participation in screening programs and other screening activities. Cultural factors have been shown to play a vital role in women's attitudes to breast cancer screening (Bener et al., 2002; Azaiza and Cohen, 2006; Soskolne et al., 2007; Pasick and Burke, 2008; Bener at al., 2009; Akhtar et al., 2010; Azaiza et al., 2010; Baron-Epel, 2010) .
Knowledge of the benefits of breast cancer screening is an important determinant of breast cancer screening behavior (Bener et al., 2002; Soskolne et al., 2007) , and this knowledge is reportedly low in many Arab countries (Milaat, 2000; Rashidi and Rajaram, 2000; Seif and Aziz, 2000; Abdelraham and Yousif, 2006; Alam, 2006; Dandash and Al Mohaimeed, 2007; Soskolne et al., 2007; Heidari et al., 2008; Montazeri et al., 2008; Amin et al., 2009; Ahmed, 2010; Azaiza and Cohen, 2010; Aghamolaei et al., 2011) . Some studies found that even among Arab women with sufficient knowledge, participation in breast cancer screening activities remained low (Dundar et al., 2006; Montazeri et al., 2008; Alkhasawneh et al., 2009; Bener et al., 2009; Taha et al., 2010) .
Mass media, health care providers, and friends were found to be important sources of knowledge of breast cancer screening for Arab women (Dandash and Mohaimeed, 2007; Al Qattan et al., 2008; Montazeri et al., 2008; Ahmed, 2010) . Lack of knowledge among nurses was found to limit encouragement of patients to engage in screening activities (Madanat and Merrill, 2002) . Several studies in Jordan and Iran found that nurses and health care workers did not have sufficient knowledge of breast cancer risk factors and screening methods (Haji-Mahmoodi et al., 2002; Madanat and Merrill, 2002; Alkhasawneh, 2007; Jaradeen, 2010) . In other studies, knowledgeable health care providers (Sreedharan, 2010) failed to perform CBE (19.5%) on the majority of their patients and only 5.1% recommended BSE to their patients (Harirchi, 2009) .
Continuing education for health care providers is urgently needed, as midwives and nurses make frequent contacts with women and can play a crucial role in increasing breast cancer screening participation rates (Alkhasawneh, 2007; Avci and Kurt, 2008) . Arab women have been found to be more likely to take part in screening activities when they have been recommended to do so by a health care provider (Lamyian et al., 2007; Soskolne et al., 2007) . Bener et al. (2001) reported that even though 80% of women in the UAE were willing to have CBE, only 33% of women had been offered CBE by a health care provider. The authors cited lack of proactive health care provider involvement in providing education or offering screening as a major barrier to breast screening activities. A study in Yemen (Al-Naggar et al., 2009) found that among 105 female physicians, 36.6% did not refer asymptomatic women to mammographic screening, 26.9% referred patients with a family history of breast cancer to mammography, and 24.7% referred patients to mammography screening regardless of symptoms or history. Seventy-four percent (74%) of the participating physicians indicated that they would refer women for mammography only if it were requested by the women themselves (Al-Naggar et al., 2009) .
Research shows that physicians are less likely to share information or recommend mammography to women different from themselves in terms of ethnicity, age, gender, or social class (Azaiza and Cohen, 2006; Keinan-Boker, 2006; Shirazi et al., 2006) . However, male physicians who belong to the same culture as their female patients are also cautious in offering CBE because they are aware that the women would be uncomfortable having their breasts examined (Donnelly, 2008) .
Additional barriers and facilitators to breast cancer screening activities have been found in sociodemographic factors such as age, education level, income, residence in urban or rural areas, employment, and marital status (Al-Qattan et al., 2008) . Cost and availability of health insurance have been found to act as barriers to breast cancer screening in the U.S. and other parts of the world, but not in Saudi Arabia and Qatar where mammography is usually either free or covered by insurance (Amin et al., 2009; Bener et al., 2009 ). In Turkey, Jordan, Israel, and Iran, cost and lack of health insurance were found to be barriers to participation in breast cancer screening (Petro-Nustas, 2001a; Alkhasawneh, 2007; Lamyian et al., 2007; Cam and Gvmvs, 2009; Azaiza et al., 2010) .
In Arab countries the role of women is often defined by marriage and children. Participating in screening activities could lead to a diagnosis of cancer, which would interfere with a woman's traditional duties (BaronEpel, 2004; Remmenick, 2006) . However, in one study women reported this factor to be a worry but no longer a barrier . Iranian women cited the traditional role as a motivation to engage in breast screening activities because their children depended on their continued health (Lamyian et al., 2007) . Only 8.9% of the subjects in Qatar and 2.7% in the UAE expressed that objections by male family members were a barrier to breast cancer screening (Bener et al., 2001; 2009) .
Embarrassment and shyness are barriers to CBE, mammography, and BSE (Seif and Aziz, 2000; Bener et al., 2001; 2009; Petro-Nustas, 2001a) . Arab women in Israel described breast cancer as something shameful that should remain a secret (Cohen et al., 2005) . Fear of gossip and the belief that a woman's potential for a good marriage could be negatively affected have been described as a barrier to breast cancer screening .
The lack of female physicians was found to be an important barrier to breast cancer screening for Saudi Arabian women (Amin et al., 2009; Akhtar et al., 2010) . In a UAE study, 97% of the women participants reported preference for a female physician (Bener et al., 2001) . Bener et al. (2001) reported that this factor was not a barrier in the UAE as sufficient female physicians were available in the health clinics. Israeli Arab women were less comfortable with a male examiner than with a female examiner, but the issue was not serious enough to act as a barrier to breast cancer screening. Although deeply Health care providers were found to have inadequate knowledge of breast cancer screening Jordan, Iran Alkhasawneh, 2007; Jaradeen, 2010; Haji-Mahmoodi et al., 2002; Madanat & Merrill, 2002 Adequate knowledge yet only 65% were regularly performing BSE UAE Sreedharan et al., 2010 Professional recommendation was found to be an important facilitator however low percentages of health care providers were found to provide recommendation for breast cancer screening Socio-demographic such as age, education, marital status were not predictors Turkey, UAE Avci & Kurt, 2009; Bener et al., 2001 Informal social support-objection of spouse to breast cancer screening only mentioned by small minority of 2.7% and 8.9% respectively UAE, Qatar Bener et al., 2001& 2009 Fear of losing traditional role as woman as a result of cancer diagnosis as barrier Israel Baron-Epel, 2004; Remmenick, 2006 Fear of losing traditional role as woman not a barrier Israel Soskolne et al., 2007 Fear of losing traditional role as woman was concern but not strong enough to act as barrier Israel Fear of losing traditional role as woman as a facilitator Iran Lamyian et al., 2007 Embarrassment regarding breast cancer screening activities Saudi Arabia, Qatar, UAE, Jordan, Egypt, Israel, Iran Akhtar et al., 2010; Amin et al., 2009; Bener et al., 2009; Bener et al., 2001; Cohen& Azaiza, 2005; Petro-Nustas, 2001b; Seif & Aziz, 2000 Embarrassment only mentioned by 4% Turkey Cam & Gvmvs, 2009 Although embarrassed women expressed this was not enough to act as a barrier Israel, Iran Montazeri, 2003 Fear of gossip regarding breast screening practices Israel Recommendation of breast screening from friend or family Iran, Jordan, Israel Lamyian et al., 2007; Petro-Nustas, 2001b; Soskolne et al. , 2007 Religious influences regarding breast cancer screening as a facilitator Israel, Iran Hatefnia et al., 2010 Women expressed religion not to be a barrier for BSE Iran Montazeri et al., 2003 Religious influences regarding breast cancer screening as a barrier Israel Baron-Epel (2010) Accessibility to breast cancer screening facilities Qatar, UAE, Iran, Egypt, Iran Bener et al., 2001; Bener et al., 2009; Hatefnia et al., 2010; Lamyian et al., 2007; Seif & Aziz, 2000 Cost and lack of health insurance to cover breast cancer screening as barrier Turkey, Jordan, Iran, Israel Alkhasawneh, 2007; Azaiza et al., 2010; Cam & Gvmvs, 2009; Lamyian et al., 2007; Petro-Nustas, 2001b Cost were not a barrier Saudi Arabia, Qatar Amin et al., 2009; Bener et al., 2009 Positive attitude toward learning about breast screening Yemen, Kuwait, Saudi Arabia, Jordan Ahmed, 2010; Al Qattan et al., 2008; Milaat, 2000; Petro-Nustas, 2001b Self-confidence in ability to perform BSE Iran, Yemen, Jordan, Turkey Ahmed, 2010; Cam & Gvmvs, 2009; Lamyian et al., 2007; Montazeri et al., 2008; Petro-Nustas, 2001a; Petro-Nustas, 2001b; Petro-Nustas & Mikhail, 2002 Self-confidence in BSE only mentioned by 7% UAE 
Table 2 (Continue). Barriers and Facilitators towards Breast Cancer Screening in the Arab World Barrier or facilitator Country Author
Self-care as a low priority Egypt, Kuwait, Turkey, Iran, Qatar, UAE Ahmed, 2010; Bener et al., 2001; Bener et al., 2009; Al-Qattan, 2008; Çam & Gϋmϋs, 2009; Hatefnia et al., 2007; Lamyian at al., 2007; Seif & Aziz, 2000 Fear of breast cancer diagnosis as a barrier Qatar, UAE, Yemen, Kuwait, Egypt, Turkey Ahmed, 2010; Al Qattan et al., 2008; Bener et al., 2009; Cam & Gvmvs, 2009; Petro-Nustas, 2001a; Petro-Nustas and Mikhail, 2002; Seif & Aziz, 2000 Fear of breast cancer diagnosis as a barrier or a facilitator Israel Baron-Epel, 2010; Cohen et al., 2005 Fear of pain from mammogram or CBE Israel, UAE, Qatar, Azaiza et al., 2010; Bener et al., 2001; Bener et al., 2009; Soskolne et al., 2007 Fear of pain only mentioned by minority Jordan Petro-Nustas, 2001a Perception of low susceptibility to breast cancer as barrier Israel, Turkey, Iran, Jordan Abbaszadeh et al., 2007; Avci, 2009; Avci & Kurt, 2008; Dundar et al., 2007; Petro-Nustas, 2001a; Petro-Nustas, 2001b; Soskolne et al., 2007 Perception of low susceptibility to breast cancer not found as barrier Iran Hatefnia et al., 2010; Tavafian et al., 2009 Perceived effectiveness of breast cancer screening Israel, Iran, Kuwait, Turkey Abbaszadeh et al., 2007; Avci & Kurt, 2008; BaronEpel, 2010; Hatefnia et al., 2010; Soskolne et al., 2007; Tavafian et al., 2009 embarrassed and uncomfortable, women believed that Islam would support medical examinations by a male if a female was not available (Montazeri, 2003; Azaiza and Cohen, 2008) . As Arab women depend on male family members for transportation and escorting, accessibility to a screening centre has been identified as a barrier (Bener et al., 2001; Azaiza and Cohen, 2008; Azaiza et al., 2010) . In Egypt and Iran lack of or inadequate distribution of screening centers was identified as a barrier (Seif and Aziz, 2000; Lamyian, 2007) . Women reported that housekeeping or work outside the home left them insufficient time to attend screening centers (Lamyian et al., 2007) . Lack of time, forgetfulness, and neglect-was also found to be a significant barrier to attendance at screening centers (Seif and Aziz, 2000; Lamyian et al., 2007; Al-Qattan et al., 2008; Cam and Gvmvs, 2009) .
Arab countries are collectivist societies. Subjective norms, social support, and role modeling are ways in which health behavior can be influenced by significant others, positively or negatively and directly or indirectly (Pasick and Burke, 2008) . Therefore, a recommendation from a friend or family member to practice breast cancer screening activities is a major enabler (Petro-Nustas, 2001b; Lamyian et al., 2007; Soskolne et al., 2007) . Having a relative with breast cancer has been found to be a predictor of participation in screening activities (Abbaszadeh et al., 2007; Lamyian et al., 2007; Amin et al., 2009; Bener et al., 2009 ).
Fear of breast cancer being detected has been found to be a significant barrier for Arab women (Seif and Aziz, 2000; Al Qattan et al. 2008; Bener et al., 2009; Cam and Gvmvs, 2009; Ahmed, 2010) . In contrast, fear of cancer motivated Israeli Arab women to perform BSE, occasionally excessively (Cohen and Azaiza., 2005; Azaiza and Cohen, 2008) . Baron-Epel (2010) found that low levels of fear of breast cancer related to low levels of mammography use in Arab women. Women who do not want to know if they have cancer or feel neutral about this knowledge, have been found to be less motivated to participate in screening activities (Al-Qattan et al., 2008) . Some women fear that talking about breast cancer can cause its onset (Petro-Nustas, 2001a; Petro-Nustas and Mikhail, 2002) . Fear of pain from mammography or CBE has been found to act as a barrier to breast screening (Bener et al., 2001; 2009; Soskolne et al., 2007) .
Lack of self-confidence in performing BSE can discourage women from self-screening (Petro-Nustas, 2001a; 2001b; Petro-Nustas and Mikhail, 2002; AlOmran, 2005; Lamyian et al., 2007; Avci, 2008; Montazeri et al., 2008; Cam and Gvmvs, 2009; Tavafian et al., 2009; Ahmed, 2010) , and perceived ineffectiveness of breast cancer screening can lower women's participation (Abbaszadeh et al., 2007; Soskolne et al., 2007; Tavafian et al., 2009; Baron-Epel, 2010; Hatefnia et al., 2010) .
Religious influences breast cancer screening
Islam plays a large role in many Arab women's lives, however its impact on health seeking behaviors remains unclear (Hatefnia et al., 2010) . Lower religiosity has been said to relate to higher BSE performance and lower personal barriers to breast cancer screening . However, the belief that one should take responsibility for one's health is rooted in Islam and enables some women to participate in screening Hatefnia et al., 2010) . Islamic religion and culture promote physical health by encouraging a healthy diet, careful hygiene, and regular exercise (Yosef, 2008) , thus facilitate individuals to take care of their health.
Islam holds that individuals are responsible for their own health and that failing to care for one's health is a sin (Hatefnia et al., 2010) . According to Azaiza and Cohen (2008) , "ignorance about Islam" allows some Muslim women to defer responsibility for their own bodies and health care to God, or fate, leading to passivity regarding self-care. This passive behavior can arise from a belief that external forces are in control (Straughan and Seow as quoted by Baron-Epel et al., 2009b) . Some women may believe that death is inevitable when cancer is present (Baron-Epel et al., 2009b) . This view is common among some women (Remmenick, 2006) and can act as a barrier to screening activities (Mayo et al., 2001; Petro-Nustas and Mikhail, 2002; Lamyian et al., 2007; Baron-Epel et al., 2009b; Azaiza et al., 2010) . Fatalism has mostly been found in women of low socioeconomic status and educational levels, but has also been noted in affluent populations (Baron-Epel and Klin, 2009a Baron-Epel et al., 2009b; .
Among Arab women who believe that cancer is a fate determined by God, the interpretation of this fate differs . In a qualitative study among 51 Israeli Arab women, most of the women believed cancer to be a test of patience from God, whereas some women believed cancer to be a punishment from God for improper behavior. Still others concluded that contracting cancer was a punishment in life rather than a punishment deferred to Judgment Day . Furthermore, the belief that one is vulnerable to breast cancer, has been related to higher participation in mammography (PetroNustas, 2001a; Abbaszadeh et al., 2007; Dundar et al., 2007) . Table 2 describes barriers and facilitators toward breast cancer screening that are noted in the Arab world.
Discussion
Incidence rates of breast cancer are rising and mortality rates are proportionally high in Arab countries compared to rates in developed countries. The common late diagnosis among Arab women has been related to the low participation rates of Arab women in breast cancer screening activities.
Several barriers to the engagement of women in breast cancer screening have been discovered. Although Arab countries share a great deal of culture, circumstances and economic factors vary enormously between countries. More studies are needed in each country to determine barriers specific to each population. Sociocultural, religious, demographic, environmental, and psychological factors have all been shown to influence participation in breast cancer screening by Arab women. As each population or cultural group has specific factors, it is important to investigate the barriers and facilitators affecting breast cancer screening participation in different segments of the Arab population Akhtar et al., 2010; Baron-Epel, 2010) . It is necessary to understand these barriers and facilitators to develop culturally appropriate and effective interventions (Donnelly et al., 2011) .
Lack of knowledge and confidence in the BSE technique was found to be a major barrier for many women. Thus providing more education about breast cancer and the benefits of screening for this disease is an essential first step (Montazeri et al., 2008) . Educational programs that aim to change behavior by meeting women's existing beliefs rather than changing these beliefs might be an effective approach to increase screening practices (Petro-Nustas, 2001b) . Breast cancer awareness campaigns are effective educational tools; they have been shown to increase motivation in individual women and to improve the attitudes and awareness of physicians (El Saghir et al., 2007) . Education of health care providers would help them to be more sensitive to the beliefs and customs of the Muslim community (Matin and LeBaron, 2004; Yosef, 2008; Banningand Hafeez, 2010) .
Much of the literature reviewed found that professional recommendation motivated women to practice breast screening. This is a key finding in terms of improving interventions. Sending reminders in the form of a letter or SMS message was also found to be effective in increasing attendance at breast clinics (Soskolne et al., 2007; BaronEpel, 2009c) . Health care providers need to be encouraged to take a proactive role in offering screenings (Bener et al., 2001; Montazeri et al., 2008) and to play a major part in promoting breast cancer screening. In a Qatar study, 78% of the pharmacists queried revealed that they never distributed breast cancer educational materials. Despite their current low involvement, more than 60% of the pharmacists expressed a high interest in becoming involved in breast cancer health promotion activities (El Hajj and Hamid, 2010) .
Social support and the realization that other Arab women are participating in breast screening activities are important enablers in collectivist societies. Recommendation by a friend or family member is an effective facilitator. Soskolne et al. (2007) suggests that women who are already engaged in breast cancer screening activities could act as advocates in creating health behavior changes in their communities.
Using breast cancer survivors to educate women could promote breast cancer screening (Remmenick, 2006) and inspire the view of cancer as a chronic disease rather than as a fatal disease. Hope of survival from a possible cancer diagnosis would encourage women to participate in breast screening activities (Baron-Epel and Klin, 2009a) . As men play an important role in Arab women's lives, their interest and participation in breast cancer screening could be an effective enabler (Remmenick, 2006) .
It has been shown that religion can play a positive or negative role in screening activities. Thus, collaboration is needed among medical professionals, policy makers, and religious leaders to persuade women that their religion can complement their (breast) health behavior (Mitchell et al., 2002; Hatefnia et al., 2010) . Educating and getting support from religious leaders about the importance of breast cancer screening should be an essential part of an effective intervention strategy (Remmenick, 2006; Hatefnia et al., 2010) . The media is recognized as an important enabler in breast cancer screening, thus, programs that address culturally specific barriers through media channels should be encouraged and media should play a major role in intervention strategies (Petro-Nustas, 2001b) .
This literature review highlights the need for promotion of breast cancer screening and more research about the topic in the Arab world. Although recent years show a slight increase in research in this area, research is still very scarce and much work remains to be done if breast cancer screening is to achieve earlier detection and the consequent decreased mortality. Considerably more research is needed to identify and mitigate the barriers associated with different populations in Arab countries before culturally appropriate, socially acceptable, effective intervention strategies can be developed.
